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Abstract: Pain, fatigue, and depression, considered aging with disability (AwD) symptoms, are
known to be substantially higher among middle-aged adults with long-term disability compared to
their age peers. Participation has been recognized as an important component of health. This cohort
survey study reports findings on the relationship between AwD symptoms and ability to participate
in, and satisfaction with participation in, social roles and activities using PROMIS measures. Data
were collected at three time points from individuals aged 45–64 with an average of two decades
of disability duration and primarily living in the state of Missouri, USA. This study reports on
Time 1 (T1) and Time 3 (T3), pre- and post-COVID-19 pandemic declaration, respectively. Multiple
regressions using both individual AwD symptoms and a composite measure demonstrated that
having more pain, fatigue, and depression was associated with worse participation outcomes. Lower
physical function scores were also related to lower participation scores, as was being female and living
with others, and having more income reduced participation. Better physical health and identifying as
African American/Black were associated with higher participation scores. Our findings suggest that
AwD symptoms, along with other sociodemographic and health factors, play a substantial role in the
social participation outcomes for persons aging with disability and remain consistent over time.
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1. Introduction
1.1. Social Participation as a Component of Health for Persons Aging with Long-Term Disabilities
Calls for including social participation for older adults and persons with disabilities
within a broad conceptualization of individual health and wellness have been made globally.
The World Health Organization describes healthy aging as “creating the environments and
opportunities that enable people to be and do what they value throughout their lives”,
regardless of a person’s health or functional status [1], and its Global Network for AgeFriendly Cities and Communities emphasizes full participation of older people to promote
healthy and active aging [2]. These priorities are also aligned with the United Nations
Declaration of Rights for Persons with Disabilities, which, in Article 3(c), calls for “full and
effective participation and inclusion in society” [3]. At the national level, governments
are advancing various initiatives on disability and inclusion. For example, in the United
States (U.S.), explicit goals within the Centers for Disease Control and Prevention’s Healthy
People 2030 initiative include increasing the accessibility of housing [4] and employment
among people with disabilities [5], as well as the number of states and territories that have
specific health promotion programs for persons with disabilities [6]. The United Kingdom’s
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National Disability Strategy, launched in 2021, has an even more extensive set of aims
across all government sectors to foster inclusion and participation [7].
These calls are supported by an established and growing international body of evidence demonstrating the relationship between participation and mental and physical health
among older adults [8] and persons with disabilities [9]. Systematic reviews have consistently identified personal demographic factors, social support, attitudes of others, physical
environment, technology, and services and policies as having the potential to act as both
barriers and facilitators to participation among adults with disabilities of all ages [10,11].
Studies investigating social inclusion interventions for older adults and people with disabilities exist, but calls to improve this evidence base have been made [12]. Systematic
reviews have found that interventions to improve participation and inclusion are substantially varied in their focus and that there is limited evidence of long-term effectiveness,
including for technological interventions [13], occupational therapy interventions [14], and
environmental and psychosocial interventions connected to age-friendly communities [15].
Thus, it is clear that there is an international public health and civic desire to support
the engagement, participation, and inclusion of older adults and people with disabilities;
however, advancing an evidence-based agenda to support these aims will require continued research. We also believe that to advance knowledge in this field, more nuanced
consideration should be given to subpopulations where the intersection of health, disability,
and aging may create unique physiological symptoms that influence participation and
social participation in particular. Specifically, we recognize the need to better understand
participation among people who have lived with disability for many years, as they may
experience prolonged social exclusion and barriers to participation.
Our specific focus is on individuals in midlife who have lived with disability for an
extended period of time. This subgroup ranges from individuals who have lived with
disability since birth to those who acquired disability in early or midlife. In the research
literature, these individuals are often termed “persons aging with disability” and tend to
report common symptoms, including pain, fatigue, and depression, at higher rates than the
general population, although levels of these symptoms often vary [16,17]. Whereas persons
of any age can grow older with disability and may have shared predictors of participation,
including health [18], functional independence, and income [19], midlife is a period where
individuals aging with disability (AwD) may begin to reduce participation in areas such
as work, social engagement, or other activities because of increasing difficulty in doing
them. In disability, rehabilitation, and aging literature, there is emerging evidence that
pain, fatigue, and depression consistently influence the daily living experiences of persons
aging with disability. We want to better understand how these symptoms influence social
participation. However, some of the most compelling data available to inform interventions
are more than a decade old, and much of the research completed in the U.S. has been
conducted with samples predominantly identifying as White race/ethnicity. Additionally,
all of the research we have found reports on studies undertaken prior to the COVID-19
pandemic, which has had profound implications for persons with disabilities.
Our cohort study of persons aging with disability, as reported elsewhere [20], has
the aim of understanding participation for persons with long-term physical disabilities
aged 45–64. It is anchored in a community-based research network (CBRN) composed of
regional aging and disability organizations. A larger goal and commitment of our center
(CEDARMidwest.org) is to help the CBRN and other aging and disability organizations
identify instruments and tools to efficiently collect meaningful data, leverage their existing
resources, and identify interventions that can help them support, sustain, and/or restore
individual participation in important life activities [21].
In this paper, we explore demographic and disability correlates and predictors of
changes in social participation among persons with physical disabilities aged 45–64 using
two data waves: one prior to the onset of the COVID-19 pandemic and one post-onset. Our
aim is to help build usable knowledge for this aging subgroup of persons with disabilities
in order to support participation and inclusion.
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1.2. Social Participation
Participation has been articulated by the World Health Organization, through the International Classification of Functioning, Disability and Health (ICF), as a broad construct—a
person’s involvement in all areas of life—which includes social engagement in life activities [22]. Some researchers suggest that social participation is a more focused domain. For
example, Douglas, Georgiou, and Westbrook [23] identified only three domains of social
participation—social connections, informal social participation, and volunteering—in their
review of the relationship between social participation and health outcomes for older adults.
Others take a more global perspective. Smallfield and Molitor’s [24] systematic review of
occupational interventions supporting social participation and leisure engagement among
older adults (2018) included several dozen specific terms related to the themes of social
participation and leisure in their literature search. They then classified interventions under
equally broad categories. Engel-Yeger et al. [25] completed a scoping review of participation outcomes following stroke and found 34% of the articles they evaluated used the ICF
framework, but they identified 22 different measures of participation used.
In an effort to advance the practical evaluation of participation in a way that is meaningful to persons with disabilities, Hammel and colleagues [26], in a qualitative investigation,
asked people with disabilities with a mix of diagnoses, impairments, and conditions to
operationalize the term “participation”, and they identified social participation—expressed
as being a part of an activity, group, social situation, context, or relationship—as a core
component of the concept. Later, Hammel collaborated with colleagues to identify barriers
and facilitators to participation, including social participation; these ranged from elements
of the built environment to social supports and economic resources [27]. Building on that
and other work, Martin Ginis et al. [28] completed a systematic review of definitions and
conceptualizations of subjective perceptions of participation among disability populations
in an effort to identify experiential aspects of the concept, identifying six elements to be
considered in its operationalization. This is just a small portion of the relevant research
related to conceptualizing and measuring participation.
In our study, we used the PROMIS (Patient-Reported Outcomes Measurement Information System) measures of “ability to participate in social roles and activities” and
“satisfaction with ability to participate in social roles and activities” [29–31]. Recent reviews
have noted that PROMIS participation measures may not capture all elements of the ICF
framework [32,33]; however, they have been employed to explore social participation
among persons aging with disability in single and cross-disability samples.
1.3. Pain, Fatigue, and Depression
Pain, fatigue, and depression are commonly measured and regularly reported to
be significant indicators of health, wellness, and participation among persons who have
lived long-term with disability. Depending on the study, these symptoms are not always
individually significant in their association with participation, but they commonly are.
For example, Salter et al. [34] examined the role of fatigue and the PROMIS measure
“ability to participate in social roles and activities” in a large sample of individuals with
multiple sclerosis (MS) and found both pain and depression, as well as severity of disability,
significantly predicted levels of fatigue. The researchers also found that as fatigue increased,
ability to participate decreased. Their study employed both a PROMIS fatigue measure and
the Fatigue Performance Scale; both measures produced similar results. Murphy et al. [35]
reported similar findings in a fatigue management intervention study of persons with
systemic sclerosis with a much smaller sample size. In that study, higher levels of fatigue
and worse physical function were significantly associated with lower levels of ability
to participate in social roles and activities; self-efficacy education did not moderate this
relationship post-intervention. Pokryszko-Dragan et al. [36] did not use PROMIS measures
but, rather, a different set of standard measures, including the World Health Organization
Disability Assessment Schedule 2.0, to assess social functioning. They also found social
participation to be significantly correlated with depression, fatigue, and mobility problems
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among a Polish sample of persons with MS. In contrast to these findings, however, in a large
cross-diagnostic sample, Hreha et al. [37] found that pain and fatigue did not significantly
predict ability to participate in social roles using the PROMIS measure, but depression
did. In all four of these studies, the samples were predominantly female, with an average
duration of disability of more than 10 years.
Studies with predominantly male participants report similar findings. Lundström
et al. [38] assessed participation among persons aging with traumatic spinal cord injury
using 10 domains of the PARTS/M-v3 (PARTicipation Survey/Mobility version-3), of
which most fall into the operationalization of social participation described by Hammel
et al. [26]. The largely male sample had an average age of 62 and mean time since injury
of 35.5 years. Study findings reported that pain, fatigue, and a grouped set of secondary
health conditions (including depression) influenced participation in each activity domain.
Open-ended participant responses identified an expected increased need for support to
participate in activities within the next five years. Kuzu et al. [39] reported similar findings
using the PROMIS ability to participate measure and the PROMIS measures of pain, fatigue,
depression, and anxiety among a predominantly male sample of persons with spinal cord
injury. Their study employed 7-day diaries to track symptoms and participation. Findings
indicated that in general, individuals with more pain and fatigue participate less. However,
on a daily basis, less fatigue and depression were associated with greater participation,
whereas pain intensity and anxiety had no relationship with participation.
There is some indication that pain, fatigue, and depression significantly influence
participation among adults, regardless of age of disability onset, and that changes in these
symptoms over time may reduce participation. Hilberink et al. [40] explored variance
in participation among adults with disabilities in the Netherlands aged 40 and older,
grouping their sample into early and late disability-onset groups to consider self-reports
of changes in symptoms and participation over time. They found that persons with onset
of disability prior to age 25, as well as those with onset after age 25, both experienced
high levels of pain, fatigue, and depression. However, individuals with early disability
onset reported worsened pain and fatigue after age 40 than those with later disability
onset. That said, more than 70% of participants in both groups reported considerable
worsening of walking ability and energy levels, and a majority reported worsening pain
and fatigue after age 40. About 40% of each group reported an increase in the regularity
of feelings of depression. Sample members in both groups reported participation declines
in self-care and social relationships, as well as engagement in fewer activities over time.
Battalio et al. [41] also undertook an analysis of participation over time, using data from
the University of Washington’s longitudinal survey of adults aging with disability, which
includes persons with MS, postpoliomyelitis syndrome, and muscular dystrophy. Using
the PROMIS measure of satisfaction with ability to participate in social roles and activities,
Battalio et al. evaluated change over approximately three years. Their analysis found that
physical function and secondary health conditions, including pain and fatigue, as well
as chronic medical comorbidities, accounted for more than half of the variance in role
satisfaction at Time 1 but only 3% of the variance in change in social role satisfaction at
Time 2. Only mood and energy (i.e., depression and fatigue) demonstrated a significant
relationship with change in satisfaction. Thus, there is some consistency in findings that
pain, fatigue, and depression do influence social participation, but there is a need for
additional research to increase the depth of evidence in this area.
The analysis we report here adds to the evidence base concerning the associations of
pain, fatigue, and depression with satisfaction with social roles and the ability to participate
in social roles for persons aging with disability. Specifically, we evaluated two different
data waves from our cohort study composed of a diverse community-based sample. We
compared the use of pain, fatigue, and depression as independent factors against a composite measure of AwD symptoms (pain, fatigue, and depression) to consider its use as a
latent measure, given the commonality with which all three symptoms are regularly found
to be significant predictors of participation among persons aging with disability.
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2. Materials and Methods
2.1. Participants and Procedures
Our data are from a longitudinal cohort study, collecting survey data once a year for
3 years at 12-month intervals: study enrollment (T1), collected August 2018–July 2019;
1-year follow-up (T2), collected August 2019–July 2020; and 2-year follow-up (T3), collected
August 2020–August 2021. In this study, we analyzed data from T1 and T3 only. The WHO
declared COVID-19 a pandemic on 11 March 2020, [42] m approximately halfway through
data collection for T2. Pandemic-related closures, social distancing restrictions, and other
social engagement guidelines implemented after March 11 were in place for many months,
thereby artificially modifying social participation of our sample members during T2 data
collection. For this reason, we did not evaluate data longitudinally across data waves.
We also did not evaluate change in social participation from T1 to T3 in this paper, as the
attrition at Wave 3 would reduce the total number of participants available for analysis
at T1. Here, we report only T1 and T3 data to assess models of factors influencing social
participation and their consistency at different time points. We intend to review Wave 2
data at a later time and consider how the pandemic onset may have affected differences in
participant responses during that year’s data collection.
Ethics approval was granted by Washington University School of Medicine in St. Louis.
Cohort baseline (T1) demographics and methodology have been previously reported [20].
Participant inclusion criteria were: aged 45–65 years, duration of self-reported disability of 5 years or more at the time of recruitment, English-speaking, and ability to
autonomously provide consent. Participants both provided consent and completed the
survey online or over the phone. The average time for completion was 45–60 min for all
three time points. Accessibility-related assistance was provided upon request. We assumed
a 25% attrition rate over time, calculating a need for 470–500 participants for sufficient
statistical power. Using a range of in-person and online recruiting techniques resulted in
474 unique participant responses at T1, 386 participant responses at T2, and 326 participant
responses at T3 (69% response rate). Three participants answered the T3 survey but did
not participate in all 3 data waves; specifically, 2 participants only completed T3, and
1 participant completed T1 and T3 only. We do not analyze individuals longitudinally in
this analysis but considered T1 and T3 data separately, so we left those individuals in the
T3 data.
2.2. Measures
The assessments for all three time points consist of self-reports of health, disability, and
social support characteristics; activity, participation, and environmental factors; and longterm service and support use. Measures were selected in consultation with the CBRN [21].
All survey questions were identical for online and telephone administrations. Trained
graduate assistants administered the phone survey while completing data entry using REDCap (Research Electronic Data Capture), a secure, web-based application [43]. The online
survey was sent out directly via REDCap. In this paper, we report the sociodemographic,
health, disability, and social participation measures at T1 and T3 of the longitudinal cohort
survey. Sociodemographic, self-rated health, physical function, and aging with disability symptoms served as independent variables. Social participation measures served as
dependent variables.
Sociodemographic measures included age, race and ethnicity, gender, mean years
living with self-reported disability, marital status, education, living arrangement, employment status, food security, and annual personal income (categorized as ≤USD10,008 or
>USD 10,008, the state of Missouri’s income ceiling in 2018 for qualification for Medicaid,
which is one type of public health insurance in the U.S., or above this income level).
Self-rated physical and mental health were both measured on a five-point scale
(1 = excellent, 5 = poor). We also employed four different measures from the PROMIS© [44],
including (1) PROMIS Physical Function with Mobility Aid Short Form [44,45], which has
been validated with persons with physical disabilities and measures ability to perform daily
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living activities [46]; (2) PROMIS Fatigue Profile; (3) PROMIS Pain Interference measure;
and (4) PROMIS Depression measure [46]. The latter three measures evaluate presence
and intensity of conditions commonly reported as AwD symptoms and were measured
with PROMIS computerized adaptive testing (CAT) versions. These three measures use a
five-point scale, with higher scores representing higher levels of the symptom over 7 days.
T scores generated from all PROMIS scales were compared against the general American
adult population with a mean score of 50 and standard deviation of 10. Scores greater than
50 on the physical function PROMIS measure were interpreted to represent better physical
function, whereas scores lower than 50 were interpreted to represent worse physical function. Scores higher than 50 for pain, fatigue, and depression represent feeling worse than
the average adult, whereas scores lower than 50 represent feeling better than the average
adult does. We used the Washington Group Short Set on Functioning to collect data on
type of functional disability [47]. Participants were also asked to self-report their primary
cause of disability in an open-ended question; responses were qualitatively categorized
using the federal U.S. Social Security Disability Insurance program medical specialty codes
as a general reference for grouping reported conditions [48].
We measured social participation using (1) the PROMIS Adult Ability to Participate
in Social Roles and Activities-CAT version, which is not time-bound and assesses the
perceived ability to perform one’s usual social roles and activities [30] and (2) the PROMIS
Satisfaction with Social Roles and Activities-CAT version [31], which assesses self-reported
contentment with social roles, such as work and family responsibilities, in the past 7 days.
Each uses a five-point Likert scale. Satisfaction with Social Roles and Activities is scored:
not at all = 1, very much = 5. Ability to Participate in Social Roles and Activities is scored:
never = 5, always = 1; the scale was reversed for analysis. Satisfaction with Social Roles
and Activities has 44 items, although the CAT requires only a minimum of four items be
answered to produce a score. Ability to Participate in Social Roles and Activities has five
items, with the same CAT scoring requirement. As with the prior PROMIS measures, they
were compared to the American adult population with a mean score of 50 and standard
deviation of 10. Higher scores represent better abilities and more satisfaction. All six of the
PROMIS measures are included in the Supplementary file available online.
2.3. Statistical Analysis
We used SAS/STAT software (version 9.4, SAS Inc., Cary, NC, USA) [47] for analysis,
setting significance at p ≤ 0.05. We explored attrition by performing a series of chi-square
tests to compare the differences in year 1 sociodemographic, health traits, and AwD symptoms between participants who participated in the year 3 survey versus those who did
not. The same groups of comparison were also performed using independent t test to
examine the differences in all the year 1 PROMIS measures and years of having primary
disability. We then explored differences in two social participation outcomes across different sociodemographic groups and health trait levels by using two-sample t tests (two levels
of categorical variables) or ANOVA (more than two levels of categorical variables). In prior
analysis, we reported these results for T1 [20].
Following that, for T1 and T3, we conducted a series of correlation analyses to explore
associations between measures, including a selected set of continuous sociodemographic,
health, and AwD symptom measures. Based on the bivariate and correlation analyses, we
selected a set of variables to include in a multivariable regression model that we ran for
both T1 and T3 in parallel. Our aim was to consider T1 and T3 data separately in order to
determine whether the same variables were significant at each time point. Because we were
uncertain as to how the COVID-19 pandemic would affect the data, we did not evaluate
change in social participation scores for individuals but, rather, aimed to understand
whether the predictive model for T1 would be the same as that for T3.
As in other studies, we entered pain, fatigue, and depression into our multiple linear
regression model as three independent variables and evaluated those results. Then, in
order to preserve more information and avoid multicollinearity problems, we decided
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to use a factor analysis to obtain the factor score for these three commonly reported
AwD symptoms [16,46,49,50] of fatigue, pain, and depression and repeat the regression
analysis. Doing so was based on our knowledge, as we assumed there was an underlying
concept/latent variable measured by these three commonly reported symptoms of AwD.
We used factor analysis to obtain scores to rank our participants along the underlying
construct. The latent factor variable was assumed to have standard normal distribution,
with about 99% of values in the range between −3 and 3, a mean of 0, and a standard
deviation of 1. Higher scores represent worse AwD symptoms. We used the first factor
score from the factor model as one independent variable in the model. The first factor score
explained 69.96% of variation from fatigue, pain, and depression, and the factor loadings on
these three variables were substantial, with all of them above 0.8 (depression, 0.82; fatigue,
0.85; and pain, 0.83). Because there was only one factor, we did not use any rotation. These
results provided supporting evidence for our assumption of a latent variable measured by
fatigue, pain, and depression.
3. Results
The sample demographics were similar between T1 and T3 despite attrition. Twothirds of participants were female, most were single, less than a quarter were working,
and the majority lived alone. For T1, the mean age was 56.8 years (SD = 5.6), and at
T3, the mean age was 55.5 years (SD = 5.7). T1 participants had a mean of 19.0 years
living with their disability (SD = 13.7, range = 5–65 years); this increased to 20.9 at T3
(SD = 13.63, range = 7–65 years). Participants were asked their primary cause of disability
at T1, but this question was not repeated at T3. At T1, 37% of participants reported
disability related to neurological conditions (e.g., cerebral palsy, multiple sclerosis, spinal
cord disorders, traumatic brain injury), and 26% reported musculoskeletal conditions (e.g.,
degenerative and osteoarthritis, spinal stenosis, amputation). At T1, 94% of participants
reported functional difficulty (any difficult vs. no difficulty) with walking and climbing
steps, 63% with remembering and concentrating, 53% with seeing, 52% with self-care, 25%
with hearing, and 22% with communicating. T3 participants reported similar rates of any
functional difficulty: 88% walking and climbing steps, 62% remembering and concentrating,
51% with seeing, 46% with self-care, 27% with hearing, and 22% with communicating. At
T1, 34% of participants reported one to two functional difficulties, 48% reported three to
four, and 17% reported five to six functional difficulties. At T3, 35% of participants reported
one to two functional difficulties, 47% reported three to four, and 14% reported five to six
functional difficulties.
3.1. Sociodemographic, Health, and AwD Symptom Traits in T1 and T3 Samples
Table 1 displays T3 sample traits and, based on chi-square tests, indicates which
sample traits were significantly different at T1 and T3 due to cohort attrition. In the T3
sample (vs. T1 sample), a slightly higher proportion of participants identified as White
(62% vs. 61%) and Black/African American (28% vs. 26%), and fewer identified as another
race/ethnicity (10% vs. 12%). The T3 sample also skewed slightly higher in terms of
education attainment, with a greater proportion of participants having a bachelor’s or
graduate degree at T3 than T1 (39% vs. 33%), a lower proportion having an associate degree
(equivalent to 2 years of university training) or some college/training (35% at T3 vs. 38% at
T1), and only 26% holding a high-school diploma or less at T3 compared to 29% at T1. A
higher proportion of individuals had personal income of more than USD 10,008 per year at
T3 (78% vs. 65%). Finally, participants at T3 self-reported being in better health than those
at T1 (31% vs. 28% reported excellent/very good health, 35% vs. 32% in good health, 38%
vs. 41% in fair health, and 15% vs. 24% in poor health). Thus, the most notable differences
between participants in the T1 sample and those in the T3 sample were race/ethnicity,
education, income, and self-reported physical health.
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Table 1. Sociodemographic traits of T3 participants with sample differences from T1 participants.

Sociodemographic Traits
Chronological age, mean (SD)
Years living with disability, mean
(SD)
Sex at birth
Female
Male
Gender †
Man
Woman
Race/ethnicity
White
Black/African American
Other
Marital status
Currently married/partnered
Single/widowed/other
Educational attainment
High-school diploma or less
Associate degree or some
college/advanced training
Bachelor’s degree/graduate
degree
Employment status
Paid work, full- or part-time
Seeking paid work
Retired, not seeking work, other
Disability leave
Living arrangement
Live alone
Live with others
Personal annual income
USD 10,008 or less
USD 10,009 or more
Self-rated physical health
Excellent/very good
Good
Fair
Poor
Self-rated mental health
Excellent/very good
Good
Fair
Poor

T3
n = 326
n (%)

Significant Difference in
Sample Distribution T1–T3

55.5 yrs (SD = 5.7)

N/A

20.9 (SD = 13.63)

N/A

223 (69.04)
100 (30.96)

-

97 (30.41)
222 (69.59)

-

202 (62.35)
90 (27.78)
32 (9.88)
117 (36.23)
206 (63.78)
85 (26.23)

X

-

X

114 (35.19)
125 (38.58)
62 (19.31)
11 (3.43)
54 (16.82)
194 (60.44)

-

139 (43.17)
183 (56.83)

-

68 (21.73)
245 (78.27)

X

49 (15.12)
105 (32.41)
123 (37.96)
47 (14.51)
102 (31.48)
112 (34.57)
89 (27.47)
21 (6.48)

X

-

Notes: X = significant difference in within-variable categorical distribution at p ≤ 0.05, † The category of transgender was offered in the survey; however, no participants selected it.

Participants’ average physical function T score was higher and AwD symptoms were
lesser at T3 than at T1. T1 scores are reported elsewhere [20] (Cite F1000 paper). Mean T
scores and standard deviations (SD) at T3 were: physical function, 36.51 (SD = 8.91); fatigue,
56.46 (SD = 10.40); pain, 58.33 (SD = 10.34); and depression, 52.67 (SD = 9.86). The mean
T score for ability to participate in social roles and activities at T3 was 45.53 (SD = 9.29),
and for satisfaction with social roles and activities, the mean T score was 44.26 (SD = 9.50).
Thus, similarly to participants at T1, participants at T3 had a lower mean average ability to
participate in and satisfaction with social roles and activities.
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At T1, independent T tests and ANOVAs found significant between group differences
in T scores of ability to participate in social roles and activities between/among people of
different personal income, age group (45–54, 55–60, 61–65), race/ethnicity, and educational
attainment. Participants with different living arrangements, food security, employment
status, age group, race/ethnicity, and educational attainment had significant differences
in T scores for satisfaction with social roles and activities. At T3, independent t tests and
ANOVAs found significant differences in T scores for ability to participate in social roles
and activities between people of different genders and with different experiences of food
security. Food security and employment status presented significant group differences in T
scores for satisfaction with social roles and activities.
3.2. Correlations between Selected Traits and Social Participation Outcomes at T1 and T3
Table 2 presents correlations between selected variables and both PROMIS social
participation measures for T1 and T3. Correlations for the AwD symptoms composite
variable were significant, as were individual correlations with pain, fatigue, and depression.
Based on the univariate and bivariate analyses and our prior knowledge, we selected
measures to include in the regression models predicting ability to participate in social roles
and activities (Table 3) and satisfaction with social roles and activities (Table 4).
3.3. Multivariate Regressions for Social Participation Outcomes at T1 and T3
We ran parallel regression models for two social participation measures; each model
contained either the AwD symptoms composite score or individual fatigue, pain, and
depression variables. The parallel models were applied using both T1 and T3 data. A
total of eight regression models were applied (Tables 3 and 4). Table 3 displays models for
ability to participate in social roles and activities, showing that under both T1 and T2, the
R-square statistics are nearly identical between the model including the AwD composite
score (T1 R2 = 0.435, T3 R2 = 0.486) and the model including the three individual symptom
variables (pain, fatigue, and depression) (T1 R2 = 0.436, T3 R2 = 0.486). We report White
robust standard errors (SE), as they mainly deal with heterogeneity in the residual variance,
which some authors [51] claim also alleviates the impact of non-normality, outlier, and
influential observations on statistical inference.
The multiple regression results in Table 3 indicate that at T1 and T3, experiencing
worse pain, fatigue, and depression was associated with reduced ability to participate.
When we included the AwD symptoms composite score, AwD symptoms accounted for
the largest amount of variance (T1 b = −4.61, t = −10.78, p < 0.001; T3 b = −5.08, t = −9.41,
p < 0.001) in this outcome. Better physical function was consistently associated with greater
ability to participate at T1 and T3. Additionally, higher personal income was associated
with less ability to participate at T1 and T3. Identifying as Black/African American, as
opposed to White, was associated with better ability to participate at T1 but not at T3. Older
age and being female were associated with reduced ability to participate at T3 but not at T1.
Table 4 displays models for satisfaction with social roles and activities. It shows the
same patterns with R-square and b-coefficient significance of AwD symptoms (composite
and individual variables) across models at T1 and T3, with one exception. Specifically, at T3,
the AwD symptoms composite score is significant, and so are fatigue and depression in the
other model, but not pain (b = −0.06, t = −1.1, p > 0.05). Thus, we concluded that whereas
the composite measure is parsimonious and may aid data interpretation, it is also important
to individually evaluate the three separate measures of pain, fatigue, and depression.
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Table 2. Correlations between selected variables and two social participation measures.
Ability to Participate
in Social Roles and Activities

Satisfaction with Social
Roles and Activities

Pearson’s r
Correlation Coefficient

Pearson’s r
Correlation Coefficient

Continuous Variables
Age (in years)
Depression
Physical function
Fatigue
Pain
AwD symptoms composite score †
Years living with disability

T1
r = −0.03
r = −0.51 ***
r = 0.32 ***
r = −0.51 ***
r = −0.46 ***
r = −0.59 ***
r = 0.05 **

T3
r = 0.11 *
r = −0.51 ***
r = 0.38 ***
r = −0.58 ***
r = −0.50 ***
r = −0.63 ***
r = 0.11 *

T1
r = 0.05
r = −0.51 ***
r = 0.27 ***
r = −0.49 ***
r = −0.45 ***
r = −0.58 ***
r = 0.11 *

Spearman’s r
Correlation coefficient
Education
Self-reported physical health
Self-reported mental health

r = −0.04
r = 0.36 ***
r = 0.33 ***

T3
r = −0.07
r = −0.49 ***
r = 0.36 ***
r = −0.56 ***
r = −0.43 ***
r = −0.58 ***
r = 0.15 **
Spearman’s r
Correlation coefficient

r = 0.01
r = −0.41 ***
r = −0.38 ***

Note: * p < 0.05; ** p < 0.01; *** p < 0.001; † Composite measure includes pain, fatigue, and depression.

r = 0.05
r = 0.38 ***
r = 0.34 ***

r = −0.01
r = −0.44 ***
r = −0.39 ***
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Table 3. Multivariate regression for ability to participate in social roles and activities at T1 and T3: AwD symptoms model comparisons.
T1

Model Fit

Composite AwD Symptoms

Individual AwD Symptoms

R2

R2

0.435 ***

Y intercept
Age (in years)
Gender (female vs. male)
Race/ethnicity (Black/Af. Am. vs.
White)
Race/ethnicity(other vs. White)
Education attainment
Personal annual income- ≥USD
10,009 v. ≤USD 10,008
Living arrangement (live w/others vs.
live alone)
Years with disability
Self-rated physical health
Self-rated mental health
Physical function
AwD symptoms composite score
Pain
Fatigue
Depression

T3

F (df1, df2)
28.72

***(12, 448)

0.436 ***

24.60

Composite AwD Symptoms
R2

F (df1, df2)
***(14, 446)

0.486 ***

F (df1, df2)
22.92

***(12, 291)

Individual AwD Symptoms
R2
0.486 ***

F (df1, df2)
19.55 ***(14, 289)

b
42.90
−0.01
−0.23

SE b
4.10
0.06
0.72

t
10.47 ***
−0.15
−0.32

b
75.65
−0.01
−0.32

SE b
4.76
0.06
0.73

t
15.89 ***
−0.15
−0.43

b
49.80
−0.17
−2.35

SE b
4.48
0.07
0.84

t
11.11 ***
−2.64 **
−2.81 **

b
82.47
−0.17
−2.36

SE b
5.45
0.07
0.83

t
15.13 ***
−2.64 *
−2.84 **

3.67

0.95

3.87 ***

3.66

0.95

3.83 ***

1.22

1.14

1.07

1.18

1.15

1.03

1.24

1.00

1.25

1.24

1.01

1.24

−1.75

1.04

−1.68

−1.75

1.05

−1.67

−0.27

0.47

−0.59

−0.31

0.48

−0.63

−0.20

0.55

−0.36

−0.15

0.55

−0.27

−2.33

0.82

−2.84 **

−2.24

0.82

−2.72 **

−2.32

1.09

−2.12 *

−2.25

1.08

−2.08 *

−0.60

0.73

−0.83

−0.59

0.72

−0.82

−0.12

0.82

−0.14

−0.10

0.82

−0.13

0.003
−0.90
0.08
0.15
−4.61

0.03
0.46
0.46
0.05
0.41
NA
NA
NA

0.13
−1.97 *
0.17
3.15 **
−11.22 ***

0.003
−0.94
0.21
0.15

0.03
0.46
0.50
0.05
NA
0.05
0.05
0.05

0.10
−2.03 *
0.42
3.15 **

0.04
−0.43
0.44
0.25
−5.08

0.03
0.58
0.62
0.05
0.60
NA
NA
NA

1.09
−0.73
0.70
5.39 ***
−8.50 ***

0.04
−0.45
0.50
0.25

0.03
0.60
0.70
0.05
NA
0.06
0.06
0.06

1.08
−0.76
0.71
5.38 ***

−0.18
−0.18
−0.21

−3.43 ***
−3.47 ***
−4.37 ***

−0.16
−0.22
−0.21

−2.77 **
−3.67 **
−3.60 ***

Note: * p < 0.05; ** p < 0.01; *** p < 0.001; df1 = degrees of freedom in the numerator, df2 = degrees of freedom in the denominator; SE b = standard error of the b coefficient; gender (male
= 0, female = 1), race/ethnicity (White = 1, African American/Black = 2, other categories = 3), personal income (≤USD 10,008 = 1, ≥USD 10,009 = 2), living arrangement (live alone = 1,
live w/others = 2).
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Table 4. Multivariate regression for satisfaction with social roles and activities at T1 and T3: AwD symptoms model comparisons.
T1

Model Fit

Composite AwD Symptoms

Individual AwD Symptoms

Composite AwD Symptoms

R2

R2

R2

0.411 ***

Y intercept
Age (in years)
Gender (female vs. male)
Race/ethnicity (Black/Af. Am. vs.
White)
Race/ethnicity (other vs. White)
Education attainment
Personal annual income (≥USD
10,009 vs. ≤USD 10,008)
Living arrangement (live
w/others vs. live alone)
Years with disability
Self-rated physical health
Self-rated mental health
Physical function
AwD symptoms composite score
Pain
Fatigue
Depression

T3

F (df1, df2)
26.08

***(12, 449)

0.414 ***

F (df1, df2)
22.56

***(14, 447)

0.420 ***

F (df1, df2)
17.68

***(12, 293)

Individual AwD Symptoms
R2
0.427 ***

F (df1, df2)
15.47 ***(14, 291)

b
41.79
0.09
−0.69

SE b
4.48
0.06
0.76

t
9.32 ***
1.49
−0.91

b
75.49
0.09
−0.83

SE b
5.72
0.06
0.76

t
13.19 ***
1.45
−1.06

B
47.22
−0.10
−1.54

SE b
5.48
0.08
0.94

t
8.61 ***
−1.28
−1.63

b
73.34
−0.10
−1.51

SE b
6.30
0.08
0.94

t
11.63 ***
−1.28
−1.60

2.33

1.00

2.34 *

2.22

1.00

2.23 *

0.72

1.19

0.60

0.63

1.21

0.52

−0.23
−0.19

1.07
0.50

−0.22
−0.37

−0.33
−0.18

1.06
0.50

−0.31
−0.36

−0.30
−1.11

1.28
0.64

−0.23
−1.72

−0.35
−0.98

1.29
0.65

−0.27
−1.51

−2.25

0.89

−2.51 *

−2.06

0.88

−2.34 *

−2.96

1.19

−2.49*

−2.71

1.18

−2.29 *

−1.73

0.76

−2.26 *

−1.72

0.76

−2.25 *

0.88

0.91

0.97

0.91

0.91

0.99

0.03
−1.41
−0.29
0.09
−4.74

0.03
0.55
0.53
0.05
0.52
NA
NA
NA

1.15
−2.57 **
−0.55
1.75
−9.15 ***

0.03
−1.54
−0.02
0.09

0.03
0.54
0.54
0.05
NA
0.05
0.06
0.05

1.09
−2.85 **
−0.04
1.75

0.08
−0.80
−0.27
0.24
−4.20

0.04
0.63
0.64
0.05
0.61
NA
NA
NA

2.18 *
−1.26
−0.41
4.57 ***
−6.86 ***

0.08
−0.84
−0.26
0.23

0.04
0.63
0.71
0.05
NA
0.07
0.06
0.07

2.20 *
−1.33
−0.36
4.52 ***

−0.13
−0.20
−0.25

−2.62 **
−3.46 ***
−4.60 ***

−0.06
−0.26
−0.16

0.95
−4.54 ***
−2.28 *

Note: * p < 0.05; ** p < 0.01; *** p < 0.001; df1 = degrees of freedom in the numerator, df2 = degrees of freedom in the denominator; SE b = standard error of the b coefficient; gender (male
= 0, female = 1), race/ethnicity (White = 1, African American/Black = 2, other categories = 3), Personal income (≤USD 10,008 = 1, ≥USD 10,009 = 2), living arrangement (live alone = 1,
live w/others = 2.

Healthcare 2022, 10, 903

13 of 18

In Table 4, multiple regression results for satisfaction with social roles and activities
were similar to results for ability to participate, with a few notable differences. At T1 and
T3, individuals with more AwD symptoms and higher incomes were associated with lower
levels of satisfaction. Notably, at T1, living with others was also associated with lower
satisfaction, and being Black/African American was associated with higher satisfaction.
However, at T3, neither of these two variables was significantly associated with satisfaction,
nor was pain. Instead, having longer years living with disability and better physical
function were associated with higher levels of satisfaction.
4. Discussion
Our analysis indicates that AwD symptoms—pain, fatigue, and depression—are
consistently associated with the ability to participate in, and satisfaction with, social roles
and activities at T1 and T3. In sum, our findings suggest that individuals who experience
greater levels of pain, fatigue, and depression may have less ability to participate in, and
less satisfaction with their participation in, social roles and activities. Overall, our findings,
when placed in the context of prior research, add to the growing evidence that AwD
symptoms contribute to variance in social participation outcomes for middle-aged adults
living with long-term disability. This is important, as these symptoms have potential to be
managed and reduced through therapeutic medical and non-medical interventions.
We also found that lesser physical function was also associated with worse social participation outcomes. Here, health and social interventions may play a positive role. Clarke
et al. [52] found pain, fatigue, physical function, environmental factors, and perceived
social support all significantly influenced ability to participate, using the same PROMIS
ability to participate measure as we did. Additional exploration of the relationship between
AwD symptoms, physical function, and environmental factors is warranted. Expanding
this knowledge base could help us understand how to support inclusion and participation
as individuals with disabilities grow older.
Additionally, our findings suggest that personal income, self-identified race, living
arrangement, and gender may influence social participation. Across all eight regression
models, being financially better-off was associated with less-than-average participation
scores. This was an unexpected finding.
Research on the intersection of income, participation, and aging with disability is
quite modest; however, evidence presented by Shuey and Wilson [53] from a longitudinal
analysis of the Panel Study of Income Dynamics suggest that onset of disability at any age
leads to substantially increased risk of poverty over time. Better understanding of ways
income influences participation for persons AwD seems important for reducing barriers to
inclusion. Within the context of the U.S. healthcare system, there is substantial variance in
eligibility for the Medicaid insurance program for people who live in poverty depending on
state. Medicaid provides more coverage of long-term service and supports for persons with
disabilities than private insurance or Medicare insurance, which covers disabled workers.
Having this insurance may promote greater social participation for individuals aging with
disability, which can be seen in our previous findings [11]. Another explanation may be
that adults with disability with higher incomes have higher expectations of participation,
so those with more severe AwD symptoms may experience greater disappointment and,
therefore, less satisfaction with their levels of participation. As such, a large percentage
of our sample is no longer in the workforce but receives SSDI benefits, denoting prior
workforce participation; this may influence our findings if these individuals would prefer
to be engaged in paid work. We did not ask our respondents this question. The idea that
higher income is associated with less satisfaction with social participation is inconsistent
with evidence indicating that lower income is a barrier to participation among older adults
and people with disabilities. [54] However, there may be limitations to our understanding
of the relationship between these factors. Shandra [55], in her analysis of the American
Time Use Survey data, explored four activity domains among adults aged 18–64 with
and without disabilities and identified significant differences in time spent participating
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in market work, non-market work, and leisure activities. She found that age and social
demographic traits (including income), as well as health factors, including self-rated health,
use of pain medication, and feeling rested, were associated with differences in time spent
participating in those activity domains. However, Shandra noted that as these measures
accounted for between 28–50% of time use difference, further investigation was warranted
to explain, as she termed it, the disability gap. Our findings suggest that there is much
more to learn about the dynamic factors that influence participation among persons aging
with long-term disability. This is an area we will further explore in our data and encourage
others to as well.
In addition to the unexpected relationship with income, our finding that at T1, living
with others was also associated with lower satisfaction with participation in social roles
and activities was the opposite of what we anticipated. However, a similar finding was
reported by Repke and Ipsen [56], who used the PROMIS measure of Satisfaction with
Participation in Discretionary Social Activities to explore differences in social connectedness
and perceived isolation among persons with disabilities in rural and urban areas. Their
analysis identified general health and number of disability issues as being associated
with satisfaction. Repke and Ipsen suggested that further understanding of the meaning
of living alone for people with disabilities is warranted, as living alone may signify a
level of functional or personal independence that living with others does not. They also
cited Klinenberg’s [57] proposition that living alone is not equitable to loneliness and
may encourage individuals to participate more with others in their daily lives. Given
the age range of our study participants, these ideas are relevant to consider, as 58% lived
with others at T1 but only 38% reported being married or partnered at that time. At T3,
living situation was not associated with social participation satisfaction. This change at T3
may be related to the COVID pandemic guidelines, which encouraged social distancing,
particularly for individuals with underlying health and chronic conditions.
In our analyses, we also found that racially identifying as an African American or
Black individual was associated with more positive social participation outcomes. We were
not able to identify any existing studies of persons aging with disability that had a similar
finding. In the U.S., non-White individuals tend to have worse health and participation
outcomes due, in part, to racial disparities in health equity in the U.S., for which there is
overwhelming evidence [58,59]. There are some U.S.-based studies of participation among
adults identifying as African American or Black with chronic disease but none that we
identified with a comparative White sample. We recommend further exploration of the
relationship between race and ethnicity, aging with disability, and social participation to
gain additional knowledge to support and facilitate positive health outcomes.
Finally, at T3 but not at T1, being female reduced ability to participate in social roles
and activities. Gender was not significant in terms of satisfaction with participation. We
did not find satisfactory discussion of gender differences in participation in the aging with
disability literature to explain this difference. This finding may be related to the COVID-19
pandemic in some way (e.g., restrictions imposed at the community level or other personal
or community factors, changes in amount of time available for prior roles and activities);
we are not sure. We recommend further exploration of gender differences in participation
in future research and will further review other segments of our cohort data to better
understand gender differences.
Based on our exploratory use of the composite measure of AwD symptoms, we believe
there is potential for such a measure. In our regression analysis of ability to participate in
social roles and activities, it performed equitably to the three independent variables of pain,
fatigue, and depression. Arguably, it may be easier to interpret the effect of a composite
measure than that of these three symptoms individually. However, the composite measure
masked the non-significance of pain measure in our model of satisfaction with participation,
so we recommend investigators run parallel analyses prior to making a determination to
use the composite score.
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5. Study Limitations
Limitations in our analysis include separate consideration of data from T1 and T3rather
than longitudinal assessment of individual change. However, our aim was to better
understand the role of AwD symptoms in modeling social participation. The few differences
in demographics and health traits between T1 and T3 based on our attrition analysis
permitted this assessment. Another limitation is that multiple regression analysis does
not determine causality. Therefore, bidirectional relationships between the independent
variables and social participation measures may be possible. Additionally, our T1 measure
for personal income had only 2 levels, ≤USD 10,008 or >USD 10,009 which limits our ability
to understand the relationship of income with social participation outcomes. Personal
income at T2 and T3 was expanded into a multi- variable; we intend to further evaluate
personal income at these time points to better understand the association. Finally, we were
unable to determine whether differences between factors we found to be significant in
predicting social participation outcomes at T1 and T3 are related to changes found among
individual participants over time, the context of the COVID-19 pandemic, or something
else. A strength of this analysis is the percentage of non-White participants in our sample
(26% at T1 and 28% at T3).
6. Conclusions
Our findings expand the evidence that AwD symptoms are related to social participation outcomes. We recommend health and social care providers consider evaluating these
symptoms when working with adults AwD in order to understand how they influence an
individual’s social participation engagement. We recommend researchers, health and social
care providers, and policy makers pay particular attention to participation outcomes among
persons AwD in midlife, as reduced participation at this life stage may have implications
for participation levels in later life, as well as health outcomes, as people grow older.
Supplementary Materials: The following are available online at https://www.mdpi.com/article/10
.3390/healthcare10050903/s1, Table S1: PROMIS Item Bank v2.0—Satisfaction with Social Roles and
Activities; Table S2: PROMIS Item Bank v2.0—Ability to Participate in Social Roles and Activities;
Table S3: PROMIS Item Bank v. 1.0—Emotional Distress—Depression; Table S4: PROMIS Bank
v1.1—Pain Interference; Table S5: PROMIS Item Bank v.1.0—Fatigue; Table S6: PROMIS® Item Bank
v1.0—Physical Function with Mobility.
Author Contributions: Conceptualization, M.P., K.M. and S.L.S.; methodology, M.P., K.M. and S.L.S.;
formal analysis, Y.Y., K.M., R.H. and S.-W.C.; investigation, K.M., R.H. and S.-W.C.; data curation, Y.Y.
and S.-W.C.; writing—original draft preparation, M.P., K.M., R.H., Y.Y., S.-W.C. and S.L.S.; funding
acquisition, S.L.S. All authors have read and agreed to the published version of the manuscript.
Funding: This research was funded under a grant from the National Institute on Disability, Independent Living and Rehabilitation Research (NIDILRR, grant number 90DPCP0001). NIDILRR is a
center within the Administration for Community Living (ACL), Department of Health and Human
Services (HHS), United States government.
Institutional Review Board Statement: The study was conducted according to the guidelines of the
Declaration of Helsinki and approved by the Institutional Review Board of Washington University
School of Medicine in St. Louis (IRB# 201710186) on 6 November 2017.
Informed Consent Statement: Informed consent was obtained from all subjects involved in the study.
Data Availability Statement: The underlying data generated and analyzed during the current study
cannot be sufficiently deidentified and, therefore, cannot be made publicly available due to ethical
considerations. Deidentified data could be made available upon reasonable request for the purpose
of further research via the corresponding author.
Acknowledgments: The authors would like to thank Megen Devine, MA, Washington University,
for her assistance with editing the manuscript.
Conflicts of Interest: The authors declare no conflict of interest.

Healthcare 2022, 10, 903

16 of 18

References
1.
2.
3.

4.

5.

6.

7.

8.

9.
10.

11.
12.

13.

14.
15.

16.

17.
18.
19.
20.
21.
22.
23.

World Health Organization. Healthy Ageing and Functional Ability. 2022. Available online: https://www.who.int/news-room/
questions-and-answers/item/healthy-ageing-and-functional-ability (accessed on 15 February 2022).
World Health Organization. About the Global Network for Age-Friendly Cities and Communities. Available online: https:
//extranet.who.int/agefriendlyworld/who-network/ (accessed on 15 February 2022).
United Nations General Assembly. Convention on the Rights of Persons with Disabilities. 2007. Available online: https:
//www.un.org/development/desa/disabilities/convention-on-the-rights-of-persons-with-disabilities.html#Fulltext (accessed
on 15 February 2022).
Office of Disease Prevention and Health Promotion. Increase the Proportion of Homes that Have an Entrance without Steps—DH04. Healthy People 2030. Available online: https://health.gov/healthypeople/objectives-and-data/browse-objectives/peopledisabilities/increase-proportion-homes-have-entrance-without-steps-dh-04 (accessed on 15 February 2022).
Office of Disease Prevention and Health Promotion. Increase Employment in Working-Age People—SDOH-02. Healthy People
2030. Available online: https://health.gov/healthypeople/objectives-and-data/browse-objectives/economic-stability/increaseemployment-working-age-people-sdoh-02 (accessed on 12 February 2022).
Office of Disease Prevention and Health Promotion. Increase the Proportion of State and DC Health Departments with
Programs Aimed at Improving Health in People with Disabilities—DH-R02. Healthy People 2030. Available online:
https://health.gov/healthypeople/objectives-and-data/browse-objectives/people-disabilities/increase-proportion-stateand-dc-health-departments-programs-aimed-improving-health-people-disabilities-dh-r02 (accessed on 12 February 2022).
Secretary of State for Work and Pensions. National Disability Strategy; Her Majesty’s Government: London, UK, 2021. Available online: https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/1006
098/National-Disability-Strategy_web-accesible-pdf.pdf#CCS001_CCS0721012740-001_GEO%20-%20DU%20National%20
Strategy_All.indd%3A.18196%3A426 (accessed on 13 February 2022).
Kelly, M.E.; Duff, H.; Kelly, S.; McHugh Power, J.E.; Brennan, S.; Lawlor, B.A.; Loughrey, D.G. The impact of social activities,
social networks, social support and social relationships on the cognitive functioning of healthy older adults: A systematic review.
Syst. Rev. 2017, 6, 259. [CrossRef] [PubMed]
Tough, H.; Siegrist, J.; Fekete, C. Social relationships, mental health and wellbeing in physical disability: A systematic review.
BMC Public Health 2017, 17, 414.
Della Vecchia, C.; Viprey, M.; Haesebaert, J.; Termoz, A.; Giroudon, C.; Dima, A.; Rode, G.; Préau, M.; Schott, A.-M. Contextual
determinants of participation after stroke: A systematic review of quantitative and qualitative studies. Disabil. Rehabil. 2021, 43,
1786–1798. [CrossRef] [PubMed]
Townsend, B.G.; Chen, J.T.; Wuthrich, V.M. Barriers and facilitators to social participation in older adults: A systematic literature
review. Clin. Gerontol. 2021, 44, 359–380. [CrossRef]
Ronzi, S.; Orton, L.; Pope, D.; Valtorta, N.K.; Bruce, N.G. What is the impact on health and wellbeing of interventions that foster
respect and social inclusion in community-residing older adults? A systematic review of quantitative and qualitative studies.
Syst. Rev. 2018, 7, 26. [CrossRef]
Heins, P.; Boots, L.M.M.; Koh, W.Q.; Neven, A.; Verhey, F.R.J.; de Vugt, M.E. The effects of technological interventions on social
participation of community-dwelling older adults with and without dementia: A systematic review. J. Clin. Med. 2021, 10, 2308.
[CrossRef]
Nastasi, J.A.; Harris, L. Evidence for occupational therapy interventions supporting work and social participation for adults with
multiple sclerosis: A systematic review. Am. J. Occup. Ther. 2021, 75, 7504190020. [CrossRef]
Sánchez-González, D.; Rojo-Pérez, F.; Rodríguez-Rodríguez, V.; Fernández-Mayorales, G. Environmental and psychosocial
interventions in age-friendly communities and active ageing: A systematic review. Int. J. Environ. Res. Public Health 2020, 17, 8305.
[CrossRef]
Amtmann, D.; Barner, A.M.; Kim, J.; Chung, H.; Salem, R. People with multiple sclerosis report significantly worse symptoms
and health related quality of life than the US general population as measured by PROMIS and NeuroQoL outcome measures.
Disabil. Health J. 2018, 11, 99–107. [CrossRef]
Molton, I.R.; Terrill, A.L.; Smith, A.E.; Yorkston, K.M.; Alschuler, K.N.; Ehde, D.M.; Jensen, M.P. Modeling secondary health
conditions in adults aging with physical disability. J. Aging Health 2014, 26, 335–359. [CrossRef]
Verbrugge, L.M.; Yang, L.-S. Aging with disability and disability with aging. J. Disabil. Policy Stud. 2002, 12, 253–267. [CrossRef]
Clarke, P.; Latham, K. Life course health and socioeconomic profiles of Americans aging with disability. Disabil. Health J. 2014, 7
(Suppl. S1), S15–S23. [CrossRef]
Morgan, K.A.; Putnam, M.; Espin-Tello, S.M.; Keglovits, M.; Campbell, M.; Yan, Y.; Wehmeier, A.; Stark, S. Aging with long-term
physical disability: Cohort analysis of survey sample in the US. F1000Research 2022, 11, 68. [CrossRef]
Minor, B.C.; Dashner, J.; Espín-Tello, S.M.; Bollinger, R.; Keglovits, M.; Stowe, J.; Campbell, M.; Stark, S. Development and
implementation of a community-based research network. J. Clin. Transl. Sci. 2020, 4, 508–514. [CrossRef]
World Health Organization. Activities and participation. In International Classification of Functioning, Disability and Health: ICF;
World Health Organization: Geneva, Switzerland, 2001.
Douglas, H.; Georgiou, A.; Westbrook, J. Social participation as an indicator of successful aging: An overview of concepts and
their associations with health. Aust. Health Rev. 2017, 41, 455–462. [CrossRef] [PubMed]

Healthcare 2022, 10, 903

24.

25.
26.
27.

28.

29.
30.

31.

32.

33.

34.
35.
36.
37.
38.
39.

40.
41.
42.
43.

44.

45.

46.

17 of 18

Smallfield, S.; Molitor, W.L. Occupational therapy interventions supporting social participation and leisure engagement for
community-dwelling older adults: A systematic review. Am. J. Occup. Ther. 2018, 72, 7204190020p1–7204190020p8. [CrossRef]
[PubMed]
Engel-Yeger, B.; Tse, T.; Josman, N.; Baum, C.; Carey, L.M. Scoping review: The trajectory of recovery of participation outcomes
following stroke. Behav. Neurol. 2018, 2018, 5472018. [CrossRef]
Hammel, J.; Magasi, S.; Heinemann, A.; Whiteneck, G.; Bogner, J.; Rodriguez, E. What does participation mean? An insider
perspective from people with disabilities. Disabil. Rehabil. 2008, 30, 1445–1460. [CrossRef] [PubMed]
Hammel, J.; Magasi, S.; Heinemann, A.; Gray, D.B.; Stark, S.; Kisala, P.; Carlozzi, N.E.; Tulsky, D.; Garcia, S.; Hahn, E.A.
Environmental barriers and supports to everyday participation: A qualitative insider perspective from people with disabilities.
Arch. Phys. Med. Rehabil. 2015, 96, 578–588. [CrossRef]
Ginis, K.A.M.; Evans, M.B.; Mortenson, W.B.; Noreau, L. Broadening the conceptualization of participation of persons with
physical disabilities: A configurative review and recommendations. Arch. Phys. Med. Rehabil. 2017, 98, 395–402. [CrossRef]
[PubMed]
Hahn, E.A.; DeWalt, D.A.; Bode, R.K.; Garcia, S.F.; DeVellis, R.F.; Correia, H.; Cella, D. New English and Spanish social health
measures will facilitate evaluating health determinants. Health Psychol. 2014, 33, 490. [CrossRef] [PubMed]
Hahn, E.A.; DeVellis, R.F.; Bode, R.K.; Garcia, S.F.; Castel, L.C.; Eisem, S.V.; Bosworth, H.B.; Heinemann, A.W.; Rothrock, N.; Cella,
D.; et al. Measuring social health in the Patient-Reported Outcomes Measurement Information System (PROMIS): Item bank
development and testing. Qual. Life Res. 2010, 19, 1035–1044. [CrossRef] [PubMed]
Hahn, E.A.; Beaumont, J.L.; Pilkonis, P.A.; Garcia, S.F.; Magasi, S.; DeWalt, D.A.; Cella, D. The PROMIS satisfaction with
social participation measures demonstrated responsiveness in diverse clinical populations. J. Clin. Epidemiol. 2016, 73, 135–141.
[CrossRef] [PubMed]
De Wind, A.; van der Beek, A.J.; Boezeman, E.J.; Swenneker, R.; Anema, J.R.; de Boer, A.G.E.M.; Beckerman, H.; Hoving, J.L.;
Nieuwenhuijsen, K.; Scharn, M.; et al. A qualitative study investigating the meaning of participation to improve the measurement
of this construct. Qual. Life Res. 2019, 28, 2233–2246. [CrossRef] [PubMed]
Van Leeuwen, L.M.; Tamminga, S.; Ravinskaya, M.; de Wind, A.; Hahn, E.A.; Terwee, C.B.; Beckerman, H.; Boezeman, E.J.;
Hoving, J.L.; Huysmans, M.A.; et al. Proposal to extend the PROMIS® item bank v2. 0 ‘Ability to Participate in Social Roles and
Activities’: Item generation and content validity. Qual. Life Res. 2020, 29, 2851–2861. [CrossRef]
Salter, A.; Fox, R.J.; Tyry, T.; Cutter, G.; Marrie, R.A. The association of fatigue and social participation in multiple sclerosis as
assessed using two different instruments. Mult. Scler. Relat. Disord. 2019, 31, 165–172. [CrossRef]
Murphy, S.L.; Whibley, D.; Kratz, A.L.; Poole, J.L.; Khanna, D. Fatigue predicts future reduced social participation, not reduced
physical function or quality of life in people with systemic sclerosis. J. Scleroderma Relat. Disord. 2021, 6, 187–193. [CrossRef]
Pokryszko-Dragan, A.; Marschollek, K.; Chojko, A.; Karasek, M.; Kardys, A.; Marschollek, P.; Gruszka, E.; Nowakowska-Kotas,
M.; Budrewicz, S. Social participation of patients with multiple sclerosis. Adv. Clin. Exp. Med. 2020, 29, 469–473. [CrossRef]
Hreha, K.P.; Smith, A.E.; Wong, J.L.; Mroz, T.M.; Fogelberg, D.J.; Molton, I. Impact of secondary health conditions on social role
participation for a long-term physical disability cohort. Psychol. Health Med. 2019, 24, 1159–1170. [CrossRef]
Lundström, U.; Wahman, K.; Seiger, Å.; Gray, D.B.; Isaksson, G.; Lilja, M. Participation in activities and secondary health
complications among persons aging with traumatic spinal cord injury. Spinal Cord 2017, 55, 367–372. [CrossRef]
Kuzu, D.; Troost, J.P.; Carlossi, N.E.; Ehde, D.M.; Molton, I.R.; Kratz, A.L. How Do fluctuations in pain, fatigue, anxiety, depressed
mood, and perceived cognitive function relate to same-day social participation in individuals with spinal cord injury? Arch. Phys.
Med. Rehabil. 2022, 103, 385–393. [CrossRef] [PubMed]
Hilberink, S.R.; van der Slot, W.M.; Klem, M. Health and participation problems in older adults with long-term disability. Disabil.
Health J. 2017, 10, 361–366. [CrossRef] [PubMed]
Battalio, S.L.; Jensen, M.P.; Molton, I.R. Secondary health conditions and social role satisfaction in adults with long-term physical
disability. Health Psychol. 2019, 38, 445. [CrossRef] [PubMed]
World Health Organization. WHO Director—General’s Opening Remarks at the Media Briefing on COVID-19—11 March 2020; WHO:
Geneva, Switzerland, 2020.
Harris, P.A.; Taylor, R.; Minor, B.L.; Elliott, V.; Fernandez, M.; O’Neal, L.; McLeod, L.; Delacqua, G.; Delacqua, F.; Kirby, J.;
et al. The REDCap consortium: Building an international community of software partners. J. Biomed. Inform. 2019, 42, 377–381.
[CrossRef]
Cella, D.; Riley, W.; Stone, A.; Rothrock, N.; Reeve, B.; Yount, S.; Amtmann, D.; Bode, R.; Buysse, D.; Choi, S.; et al. The PatientReported Outcomes Measurement Information System (PROMIS) developed and tested its first wave of adult self-reported health
outcome item banks: 2005–2008. J. Clin. Epidemiol. 2010, 63, 1179–1194. [CrossRef]
Reeve, B.B.; Hays, R.D.; Bjorner, J.B.; Cook, K.F.; Crane, P.K.; Teresi, J.A.; Thissen, D.; Revicki, D.A.; Weiss, D.J.; Hambleton,
R.K.; et al. Psychometric evaluation and calibration of health-related quality of life item banks: Plans for the Patient-Reported
Outcomes Measurement Information System (PROMIS). Med. Care 2007, 45, S22–S31. [CrossRef]
Cook, K.F.; Barner, A.M.; Amtmann, D.; Molton, I.R.; Jensen, M.P. Six Patient-Reported Outcome Measurement Information
System short form measures have negligible age-or diagnosis-related differential item functioning in individuals with disabilities.
Arch. Phys. Med. Rehabil. 2012, 93, 1289–1291. [CrossRef]

Healthcare 2022, 10, 903

47.

48.
49.
50.
51.
52.
53.
54.
55.
56.
57.
58.
59.

18 of 18

Washington Group on Disability Statistics. The Washington Group Short Set on Functioning (WG-SS); Washington Group on
Disability Statistics: Washington, DC, USA, 2020; Available online: https://www.washingtongroup-disability.com/fileadmin/
uploads/wg/Documents/Questions/Washington_Group_Questionnaire__1_-_WG_Short_Set_on_Functioning.pdf (accessed on
2 May 2018).
United States Social Security Administration. Listing of Impairments—Adult Listings (Part A). Available online: https://www.
ssa.gov/disability/professionals/bluebook/AdultListings.htm (accessed on 25 April 2022).
Molton, I.; Cook, K.; Smith, A.; Amtmann, D.; Chen, W.-H.; Jensen, M.P. Prevalence and impact of pain in adults aging with a
physical disability: Comparison to a US general population sample. Clin. J. Pain 2014, 30, 307–315. [CrossRef]
Jensen, M.P.; Smith, A.E.; Bombardier, C.H.; Yorkston, K.M.; Miró, J. Social support, depression, and physical disability: Age and
diagnostic group effects. Disabil. Health J. 2014, 7, 164–172. [CrossRef]
Chen, X.; Ender, P.; Mitchell, M.; Wells, C. Regression with SAS. 2003. Available online: https://stats.idre.ucla.edu/stat/sas/
webbooks/reg/default.htm (accessed on 2 March 2022).
Clarke, P.; Twardzik, E.; Meade, M.A.; Peterson, M.D.; Tate, D. Social participation among adults aging with long-term physical
disability: The role of socioenvironmental factors. J. Aging Health 2019, 31, 145S–168S. [CrossRef]
Shuey, K.M.; Willson, A.E. Trajectories of work disability and economic insecurity approaching retirement. J. Gerontol. Ser. B
Psychol. Sci. Soc. Sci. 2019, 74, 1200–1210. [CrossRef] [PubMed]
Hästbacka, E.; Nygård, M.; Nyqvist, F. Barriers and facilitators to societal participation of people with disabilities: A scoping
review of studies concerning European countries. Alter 2016, 10, 201–220. [CrossRef]
Shandra, C.L. Disability as inequality: Social disparities, health disparities, and participation in daily activities. Soc. Forces 2018,
97, 157–192. [CrossRef]
Repke, M.A.; Ipsen, C. Differences in social connectedness and perceived isolation among rural and urban adults with disabilities.
Disabil. Health J. 2020, 13, 100829. [CrossRef]
Klinenberg, E. Social isolation, loneliness, and living alone: Identifying the risks for public health. Am. J. Public Health 2016, 106,
786. [CrossRef]
Beard, K.; Iruka, I.U.; Laraque-Arena, D.; Murry, V.M.; Rodríguez, L.J.; Taylor, S. Dismantling systemic racism and advancing
health equity throughout research. In NAM Perspectives; National Academy of Medicine: Washington, DC, USA, 2022.
McGrath, R.P.; Snih, S.A.; Markides, K.S.; Faul, J.D.; Vincent, B.M.; Hall, O.T.; Peterson, M.D. The burden of health conditions
across race and ethnicity for aging Americans: Disability-adjusted life years. Medicine 2019, 98, e17964. [CrossRef]

